Objective: This review assessed the level of evidence and effectiveness of peer support services delivered by individuals in recovery to those with serious mental illnesses or co-occurring mental and substance use disorders. Methods: Authors searched PubMed, PsycINFO, Applied Social Sciences Index and Abstracts, Sociological Abstracts, Social Services Abstracts, Published International Literature on Traumatic Stress, the Educational Resources Information Center, and the Cumulative Index to Nursing and Allied Health Literature for outcome studies of peer support services from 1995 through 2012. They found 20 studies across three service types: peers added to traditional services, peers in existing clinical roles, and peers delivering structured curricula. Authors judged the methodological quality of the studies using three levels of evidence (high, moderate, and low). They also described the evidence of service effectiveness. Results: The level of evidence for each type of peer support service was moderate. Many studies had methodological shortcomings, and outcome measures varied. The effectiveness varied by service type. Across the range of methodological rigor, a majority of studies of two service typespeers added and peers delivering curricula-showed some improvement favoring peers. Compared with professional staff, peers were better able to reduce inpatient use and improve a range of recovery outcomes, although one study found a negative impact. Effectiveness of peers in existing clinical roles was mixed. Conclusions: Peer support services have demonstrated many notable outcomes. However, studies that better differentiate the contributions of the peer role and are conducted with greater specificity, consistency, and rigor would strengthen the evidence.
A s stated in the 2003 report of the President's New Freedom Commission on Mental Health (1), mental health care should be "recovery-oriented"-meaning that services should be collaborative and respectful and should aim to help those with serious mental illnesses achieve a satisfying life even in the presence of symptoms. Peers are individuals with histories of successfully living with serious mental illness who, in turn, support others with serious mental illness. Many terms have been used to describe this group, including peer specialists and consumer-providers. However, they are frequently referred to as "peers," and we have chosen to use that term here. Peers are believed to be particularly helpful in promoting recovery; therefore, the presence of peers within the continuum of care has expanded considerably for individuals with serious mental illnesses, and, in many cases, peer support services are provided to those with co-occurring substance use disorders (1) (2) (3) .
This article reports the results of a literature review that was undertaken as part of the Assessing the Evidence Base (AEB) Series (see box on next page). For purposes of this series, the Substance Abuse and Mental Health Services Administration (SAMHSA) has described peer support services as a direct service that is delivered by a person with a serious mental illness to a person with a serious mental disorder (primarily schizophrenia, schizoaffective, or bipolar disorder) or a co-occurring mental and substance use disorder. The peer providers have progressed in recovery (often using treatment services) to the stage where they can manage their illness and pursue fulfilling lives. This specialized assistance offers social support before, during, and after treatment to facilitate long-term recovery in the community in which the recovering person resides. Table 1 presents the definition, goals, targeted populations, and service delivery settings for peer support services. These services are a form of peer support provided within the formal behavioral health services continuum (4) . SAMHSA has included peer-based services in its National Registry of Evidence-Based Programs and Practices (5) . Although peer2 support services described in this review are often delivered to those with co-occurring mental and substance use disorders, the primary aim of these services has been to address mental illness, and the commonality for individuals receiving these services has been the presence of a mental illness. An emerging type of peer support services is peer recovery support, which involves an individual in recovery from a substance use disorder providing services to others with substance use disorders. These services are addressed in a separate review in this series (6) .
Policy makers and other leaders in behavioral health care need information about the effectiveness of peer support services and their value as a benefit covered by insurers. The objectives of this review were to describe peer support services and peer roles, rate the level of evidence of the research (defined here as methodological quality), and describe the effectiveness of the service (defined here as positive, negative, mixed, or null findings). To be useful for a broad audience, the scope of the review is brief and focuses on key findings and an overall assessment of research quality.
Other reviews of peer support services have been conducted. In 2002, Simpson and House (7) reviewed studies on this topic. In 2005, Doughty and Tse's report (8) for the New Zealand Mental Health Commission used a broader typology that included "service user-run" and "service user-led" mental health services. In 2009, Rogers and colleagues' report (9) from the Center for Psychiatric Rehabilitation categorized a variety of peer-delivered services that included those added to traditional services, those offered as a one-to-one service, and peerdelivered residential services. In 2011, Repper and Carter (10) reviewed the literature on peer support workers employed in mental health services, and Wright-Berryman and colleagues (11) examined the effects of peers on case management teams. In 2013, Pitt and colleagues (12) published a Cochrane review of peer support services that excluded quasiexperimental trials and studies involving peer-delivered curricula, and they conducted analyses pooling data across peer support services that may have varied. This AEB Series review is more inclusive than the Cochrane review, updates the other reviews, and provides an assessment of three specific types of peer support services delivered in traditional mental health systems.
About the AEB Series
The Assessing the Evidence Base (AEB) Series presents literature reviews for 13 commonly used, recovery-focused mental health and substance use services. Authors evaluated research articles and reviews specific to each service that were published from 1995 through 2012 or 2013. Each AEB Series article presents ratings of the strength of the evidence for the service, descriptions of service effectiveness, and recommendations for future implementation and research. The target audience includes state mental health and substance use program directors and their senior staff, Medicaid staff, other purchasers of health care services (for example, managed care organizations and commercial insurance), leaders in community health organizations, providers, consumers and family members, and others interested in the empirical evidence base for these services. The research was sponsored by the Substance Abuse and Mental Health Services Administration to help inform decisions about which services should be covered in public and commercially funded plans. Details about the research methodology and bases for the conclusions are included in the introduction to the AEB Series (25) . This review, however, focuses on a particular aspect of peer support: the hiring of a person in recovery from a serious mental illness as an employee to offer services or supports to others with serious mental illnesses (4). Solomon (14) defined peer employees as "individuals who fill designated unique peer positions as well as peers who are hired into traditional mental health positions." When peers are hired into existing mainstream positions, they typically must selfidentify as having a serious mental illness and having received mental health services in the past (14) . However, a defining characteristic of the peer as employee or provider is that the relationship between the peer provider and a service recipient is not reciprocal (4) . The peer provider and the recipient are not at the same level of skills or degree of recovery, and both parties are not expected to receive mutual benefit. This asymmetrical relationship differs from other forms of peer support in which peers of varying levels of skill and recovery work together and benefit from each other's experiences.
The literature describes a number of different peer services and supports. They can include services to promote hope, socialization, recovery, self-advocacy, development of natural supports, and maintenance of community living skills (15) . They also can be a component in the implementation of peer-run education and advocacy programs, such as Wellness Recovery Action Plans (WRAP) (16) . Salzer and colleagues (17) documented a wide range of peer support services and roles through a national survey. They found that the most frequently reported role for peers was to share personal experiences and provide mutual aid. Other roles or services provided by peers included the "encouragement of self-determination and personal responsibility; a focus on health and wellness; addressing hopelessness; assistance in communications with providers; education about illness management; and combating stigma in the community" (17) .
Peer support services generally include three types of activities, although they may overlap in practice (18) : a distinct set of activities or a curriculum that includes education and the development of coping and problem-solving strategies to facilitate self-management of a person's mental illness, activities that are delivered as part of a team that may include nonpeers (for example, an assertive community treatment [ACT] team), and traditional activities (for example, forms of case management involving linkage to services) that are delivered in a way that is informed by a peer's personal recovery experience.
Regardless of the service type, there seems to be agreement that peers as providers "draw upon their lived experiences to share 'been there' empathy, insights, and skills . . . serve as role models, inculcate hope, engage patients in treatment, and help patients access supports [in the] community" (19) . The use of peers is supported by social modeling theory, which states that other people in similar circumstances might have the most influence on behavior change (20) .
Peer support services are becoming professionalized. Organizations such as the International Association of Peer Supporters are developing standards of practice. Peer providers receive training and certification to deliver their services in the field. This training varies but typically involves passing a written examination after completing a 30-to 40-hour week of class instruction that addresses topics in recovery, mental illness, medications, and rehabilitation. This credentialing and certification process allows for reimbursement of services beyond block grant funding. Based on the "Georgia model" of Medicaidreimbursed peer services (21) (22, 23) .
Given the growing interest among many in the mental health services field in using peers as providers, policy makers and others have questions about their effectiveness as an intervention. This assessment of the available research will help inform mental health system leaders who are making decisions about whether to provide peer support services or to include them in health insurance plans for Medicaid or benchmark plans.
Methods

Search strategy
We conducted a literature search of outcome studies about peer support services published from 1995 through 2012. We searched the major databases: PubMed (U.S. National Library of Medicine and National Institutes of Health), PsycINFO (American Psychological Association), Applied Social Sciences Index and Abstracts, Sociological Abstracts, Social Services Abstracts, Published International Literature on Traumatic Stress, the Educational Resources Information Center, and the Cumulative Index to Nursing and Allied Health Literature. We also examined bibliographies of major reviews and searched for nonjournal publications, such as government reports. Search terms included combinations of mental health, mental health services, psychotic disorders, mental disorders, psychiatry, peer support, consumer service, consumer run, consumer operated, consumer advocacy, patient
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advocacy, consumer-provider, psychiatric survivor, and case manager aide.
Inclusion and exclusion criteria
This review was limited to U.S. and international studies in English and included the following types of articles: randomized controlled trials (RCTs), quasi-experimental studies, single-group time-series design studies, and cross-sectional correlational studies; studies that were focused on peer support services for adults with serious mental illnesses only (a DSM diagnosis of a psychotic spectrum disorder or bipolar disorder and persistent impairment in psychosocial functioning); and studies of peer support services for adults with cooccurring substance use disorders (although this population was not the focus of this review). We defined peer support providers as individuals in recovery from serious mental illness who were operating within the formal behavioral health service continuum that included various types of treatment or case management (for example, ACT) within government or private nonprofit treatment facilities. Older reviews were consulted only to ensure that all relevant studies were identified. Given the existence of different types of peer support services, we divided the review of studies into three categories: peers added to traditional services (peers added), peers assuming a regular provider position (peers in existing roles), or peers delivering structured curricula (peers delivering curricula). Within these types, the definition and model of peer support services sometimes differed across studies. Various measures were used to define the effectiveness of these services.
This review did not include peer recovery support services provided to individuals with substance use disorders apart from mental illness. These services are delivered to an individual with a substance use disorder by a provider in recovery from addiction (6, 24) . Although similarities exist between peer support services and peerbased recovery support services, each has its own extensive and separate body of literature. Because peer support groups and "consumer-operated services" (stand-alone programs run by peers) typically serve as adjuncts to traditional behavioral health services, they were not included in this review. Studies about the effectiveness of online peer support, studies of services for smoking cessation, studies of peer support for individuals with developmental disabilities, and studies that focused on children and adolescents were also excluded.
Strength of the evidence
The methodology used to rate the strength of the evidence is described in detail in the introduction to this series (25) . The research designs of the studies that met the inclusion criteria were examined. The series established three levels of evidence (high, moderate, and low) to indicate the overall research quality of the studies. Ratings were based on predefined benchmarks that considered the number of studies and their methodological quality. Each of the three types of peer support services mentioned above (peers added, peers in existing roles, and peers delivering curricula) was rated separately. We discussed the ratings to confirm a consensus opinion.
In general, high ratings indicate confidence in the reported outcomes and are made when there are either three or more RCTs with adequate designs or two RCTs plus two quasiexperimental studies with adequate designs. Moderate ratings indicate that there is some adequate research to judge the service, although it is possible that future research could influence initial conclusions. Moderate ratings are based on the following three options: two or more quasiexperimental studies with adequate design; one quasi-experimental study plus one RCT with adequate design; or at least two RCTs with some methodological weaknesses or at least three quasi-experimental studies with some methodological weaknesses. Low ratings indicate that research for this service is not adequate to draw evidence-based conclusions. Low ratings indicate that studies have nonexperimental designs, there are no RCTs, or there is no more than one adequately designed quasi-experimental study.
We considered other design factors that could increase or decrease the evidence rating, such as sample size; how the service, populations, and interventions were specified; use of statistical methods to account for baseline differences between experimental and comparison groups; identification of moderating or confounding variables with appropriate statistical controls; examination of attrition and follow-up; use of psychometrically sound measures; and indications of potential research bias.
Effectiveness of the service We described the effectiveness of each of the peer support service types-that is, how well the outcomes of the studies met the service goals. We compiled the findings for separate outcome measures and study populations, summarized the results, and noted differences across investigations. We considered the quality of the research design in our conclusions about the effectiveness of the three service types.
Results
Level of evidence
We were unable to find any metaanalyses on this topic through 2012. The literature search yielded 20 individual studies examining the impact of peer support services (as conceptualized in this review) compared with services without peer support (for example, treatment as usual, treatment teams with nonpeers, and waitlist control groups). There were 11 RCTs published in 15 articles (26) (27) (28) (29) (30) (31) (32) (33) (34) (35) (36) (37) (38) (39) (40) , six quasi-experimental studies (41-46), and three correlational or descriptive studies (15, 47, 48) . Across the three types of peer support services, there were 13 studies of peers added to traditional services: six RCTs (26, 27, (36) (37) (38) (39) , six quasi-experimental designs (41) (42) (43) (44) (45) (46) , and one correlational study (15) . There were three studies of peers assuming a regular provider position: two RCTs published in three articles (28) (29) (30) and one correlational study (47) . Finally, there were four studies of peers delivering structured curricula: three RCTs published in six articles (31) (32) (33) (34) (35) 40) and one correlational study (48) . These are the only published studies we identified; they may not reflect the total pool of studies, which includes those that were not published because of a bias toward positive results. Summaries of the RCTs are provided in Table 2 . Summaries of the quasi-experimental and correlational studies are provided in Table 3 .
The level of evidence (that is, methodological quality) was rated as moderate for all three types of peer support services. This rating was based on two RCTs with adequate designs for peers added to traditional services (26, 27) , two RCTs with limitations (published in three articles) for peers in existing roles (28) (29) (30) , and two RCTs with adequate designs (published in five articles) for peers delivering curricula (31) (32) (33) (34) (35) . There were no discrepancies among the author ratings.
Despite the large number of RCTs we identified, the studies addressed various models of peer support services, and methodological problems and design flaws decreased the research quality rating. For example, sample sizes in various studies often were small, outcome measures with unknown reliability or validity were used, data collectors usually were not blind to the treatment group (raising the issue of possible bias), selfreported data on symptomatology did not have corroborating reports from other sources, and research designs involved wait-list control groups rather than active control groups.
Effectiveness of the service Effectiveness of peer support services varied across the three service types. There were limitations inherent in the research designs and differences in how effectiveness was defined and measured, making it difficult to draw definitive conclusions. Some study outcomes included clinical measures, such as hospitalization rates, symptomatology, or functioning. Other studies examined process outcomes, such as treatment engagement, retention in treatment, quality of life, or empowerment. One consistent finding across studies was that peers were at least as effective in providing services as nonpeers. The research was less consistent about the extent to which peer support services were more effective than traditional services alone in improving clinical outcomes such as symptomatology and functioning. For example, although reduced inpatient service use was found in two RCTs (28, 36) and two quasi-experimental studies (42, 44) , this result was not found in other RCTs and quasi-experimental trials.
Among the 13 studies in the peers added service type, eight found some positive benefit (15, 36, 38, 39, 41, 42, 44, 46) . Three of the six RCTs examining the peers added service type documented a benefit to peers, although these three RCTs were judged to have design limitations. One suggested that service users who had involvement from a peer mentor had fewer rehospitalizations and hospital days than those who did not have a peer mentor (36) . A second RCT compared patients randomly assigned to an ACT team either with or without peers and found that patients in the team with peers had better treatment engagement six months after entering treatment (39) . Although these effects disappeared at 12 months, this enhanced engagement at six months predicted higher levels of selfreported motivation for treatment and more frequent use of Alcoholics Anonymous and Narcotics Anonymous at 12 months. In the third RCT, patients randomly assigned to an ACT team with peers had lower rates of nonattendance at appointments and higher levels of participation in structured social care activities than patients assigned to an ACT team without a peer (38) . The remaining three RCTs examining the peers added service type showed no peer-related effects comparing "client-focused" teams with peers versus client-focused teams without peers versus standard care (37) , intensive case management with peers versus intensive case management without peers versus standard care (26) , and use of a peer volunteer versus a nonpeer volunteer versus no volunteer (27) . Of these three RCTs, the first was judged to have design limitations (37) , and the other two were judged to have adequate research designs (26, 27) .
The quasi-experimental and correlational or descriptive studies of the peers added service type generally had more positive outcomes than the RCTs: five showed some positive benefit (15, 41, 42, 44, 46) , and the remaining two showed no group differences (43, 45) For example, Felton and colleagues (41) (46) compared patients from four ACT teams with peers and from 16 ACT teams without peers and found that the presence of a peer was associated with an improvement over time in mental and social functioning, homeless days, and recovery needs. However, the study also found that the presence of a peer was associated with an increase in psychiatric hospitalization days. This was the only study reviewed that documented a negative finding. In the one correlational study of the peers added service type, Landers and Zhou (15) conducted a retrospective review of Medicaid claims data. They found that users of peer support services were less likely to be admitted to a psychiatric hospital compared with nonusers of peer support services with similar diagnoses, but the relationship was statistically significant only if patients did not use crisis stabilization services. There were no peer-related effects in two quasi-experimental studies comparing patients receiving peer support services in addition to standard outpatient care versus standard care alone (43) and comparing patients of case management teams with and without peers (45) .
Among the three studies in the service type of peers in existing roles, only one had positive effects. Clarke Randomized No significant between-group differences were found on outcomes at the 4-or 9-month follow-up.
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Adequate. There was a restricted sample and possible selection bias.
Sells et al., 2006 (39)
137 adults, 70% of whom had a co-occurring substance use disorder, assigned to ACT alone versus ACT plus peerdelivered case management Therapeutic relationship, frequency and severity of substance use, utilization of various outpatient and daytreatment services, treatment engagement
Participants with peers reported a better therapeutic relationship than those in the control group at the 6-month follow-up. Those who were least engaged with peers had more provider contact than the control group.
The therapeutic relationship at 6 months predicted treatment engagement and service use at 12 months, but no between-group differences were found.
Limited. The analysis relied on self-report. The small sample limited the ability to generalize to all individuals with serious mental illness. No significant between-group differences were found on outcomes at the 12-month follow-up.
Adequate. It was unclear whether participants were blind to the purpose of the study. Compared with the control group, WRAP participants reported greater reductions in psychiatric symptoms at 6-and 8-month follow-ups. They also had greater improvements in total and subscale scores for hopefulness and self-advocacy and in subscale scores for quality of life at the 6-month follow-up and for self-perceived recovery at the 8-month follow-up. No significant between-group differences were found for the other measures.
Continues on next page
Adequate. The analysis relied primarily on selfreport. The sample was restricted to outpatients, and there was a nonactive control group.
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and colleagues (28) compared patients randomly assigned to standard care, ACT, or ACT with peers and found that patients of peers had significantly more time in the community and significantly less inpatient time than those in the other two conditions. Reflecting the inconsistent findings in this literature, two other studies showed no significant differences between those who received peer support services and those who did not in hospital admission rates, length of stay, hospital readmissions, symptomatology, or a range of outcomes related to functioning (29, 30, 47) . One was an RCT (judged to be limited in design) comparing teams that had all-peer case management versus standard case management (29, 30) . The other was a correlational study comparing patients of case management teams for homeless individuals that did and did not have case management positions occupied by peers (47) . There was more consistency among the three RCTs (published in six articles) (31) (32) (33) (34) (35) 40) and one correlational study (48) in the service type of peers delivering curricula. One RCT that was published in three articles (31, 32, 34) built upon a promising single-group, pre-post treatment study (48) . The researchers found that individuals who received WRAP-an eight-session, peer-led, illness selfmanagement program-reported greater reductions in depression and anxiety symptoms and greater increases in perceived recovery, hope, quality of life, and self-advocacy compared with those who received treatment as usual. Similarly, an RCT evaluation of Building Recovery of Individual Dreams and Goals (BRIDGES)-an eight-week class taught by peers that addresses mental illness treatments, recovery, job readiness, communication, and assertivenessfound greater improvement among program participants than among those in the control group in perceived recovery and in some elements of hopefulness, empowerment, and assertiveness with providers (33, 35) . Finally, Druss and colleagues (40) conducted a small RCT evaluation of the Health and Recovery Peer (HARP) program-a six-session, peer-led, medical self-management intervention that is conducted using a program manual. The authors found greater patient activation and rates of primary care visits at six months postintervention for those in the program compared with those who received usual care. The authors also found notable (but not statistically significant) improvement in medication adherence, quality of life related to physical health, and physical activity. Although all four studies in the service type of peers delivering curricula found a service benefit, the impacts of the specific WRAP, BRIDGES, and HARP programs cannot be separated from their peer delivery in these studies.
Discussion
The purposes of this review were to rate the level of evidence of peer support services using the criteria established by the AEB Series and to describe the effectiveness of peer support services. Conclusions about peer support services depend on the degree to which effectiveness can be judged from studies with moderate evidence. The criteria established by the AEB Series state that moderate evidence has value in contributing to the consideration of effectiveness. On the basis of these criteria, results for the effectiveness of the peers added and the peers delivering curricula types of peer support services are encouraging (but clearly not definitive). These conclusions differ from those in the recent Cochrane review of peer support services, in part because that review excluded quasiexperimental trials and studies involving peer-delivered curricula (12). Compared with the control group at 6-month follow-up, BRIDGES participants reported greater improvements in total and subscale scores for empowerment and recovery and in subscale scores for hopefulness and self-advocacy. After the analysis controlled for depressive symptoms, effects remained for total and subscale scores for recovery and one subscale score for hopefulness. No significant between-group differences were found for the other measures.
Adequate. The analysis relied primarily on selfreport. The sample was restricted to outpatients, and there was a nonactive control group. The researchers did not examine other predictors of empowerment and patient self-advocacy.
a Articles are in chronological order by the three types of intervention. Abbreviations: ACT, assertive community treatment; BRIDGES, Building Recovery of Individual Dreams and Goals; HARP, Health and Recovery Peer; WRAP, Wellness Recovery Action Planning b Various threats to both internal and external validity were considered in each study's rating of "limited" (study had several methodological limitations)
or "adequate" (study had few or minor methodological limitations). c Multiple publications based on the same randomized controlled trial are described in the same row. Table 3 Quasi No significant between-group differences were found in outcomes measured at the 12-month follow-up.
Limited. Participants were not randomly assigned.
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The Cochrane review found few differences in psychosocial outcomes and in outcomes related to psychiatric symptoms and service use between individuals who received services from peers involved on mental health teams and individuals who received services from professionals employed in similar roles. Our judgment of effectiveness also would be more mixed if only the most rigorous RCTs were considered. Out of the four RCTs judged adequate, two reported null findings (both for the peers added service type) (26, 27) , and two reported positive findings (in the peers delivering curricula service type) (31) (32) (33) (34) (35) . Although the peer support services discussed have demonstrated promising outcomes, research is still needed to show their effectiveness with greater confidence-that is, with a higher level of evidence. Research is needed that has greater specificity (for example, to distinguish various peer support services from each other), consistency (such as in service definitions and outcome measures), and follow-up of outcomes over a longer term. For example, studies of specific recovery programs led by peers (such as WRAP, BRIDGES, At the end of the intervention, participants reported significant increased hopefulness for recovery, awareness of early warning signs of decompensation, use of wellness tools, and awareness of symptom triggers. They also reported having a crisis plan in place, a plan to deal with symptoms, a social support system, and the ability to take responsibility for their own wellness.
Limited. The research design was a pretest-posttest comparison with no comparison group and a nonrandom sample. The analysis relied on a self-reported, nonvalidated instrument to measure dependent variables. There was a short follow-up time period.
a Articles are in chronological order by research design and type of intervention. Abbreviations: ACT, assertive community treatment; WRAP, Wellness Recovery Action Planning b Various threats to both internal and external validity were considered in each study's rating of "limited" (study had several methodological limitations)
or "adequate" (study had few or minor methodological limitations).
and HARP) have not been able to differentiate the contributions of peers from the effects of the overall program, even though a peer's ability to promote beliefs about hope, recovery, engagement, empowerment, self-efficacy, self-management, and expanded social networks (49, 50) is what has been "proposed as the central tenets of recovery" (49) . One way to disentangle these effects would be to compare the outcomes of these programs with those obtained when the curricula are delivered by a paraprofessional without a psychiatric illness. Stakeholders must develop commonly accepted peer support service definitions, types, values, standards, models, manuals, training curricula, and fidelity measures. National standards for certification and licensure of peer providers would create further standardization. This type of formalization of peer support has been questioned for its potential to undercut the informal, mutually supportive nature from which peer support originated. However, it could be possible to create standards and certification for some types of peer support services and not for others that peers and clients would like to keep more informal.
The many variations of peer support delivery could be explored with greater consistency and specificity. It is important to address variables such as setting (for example, traditional case management, psychosocial clubhouses, and outpatient treatment teams), service delivery mode (for example, groups, individual meetings, and drop-in meetings), background of peers (for example, those with serious mental illness versus those with less impairment), functions (for example, having a unique role in a system versus having a role similar to those of nonpeers), and levels of service delivery structure that range from informal support to specific program curricula. Attention also needs to be paid to well-documented implementation challenges, such as ill-defined roles and resistance among staff (19, 51) . Given the level of evidence to date, the research agenda moving forward should ask not only, "Do peer support services work?" but also, "Under what specific conditions do peer support services work?" Future research should determine what outcomes are the best indicators of impact and what valid and reliable tools are needed to measure these outcomes. For example, it may be helpful to use illness self-management and other recovery-oriented measures rather than relying only on traditional assessments of symptoms and functioning (45) . Engagement might be another effective indicator, because engagement with services is fundamental to the efficacy of evidence-based programming for individuals with cooccurring mental and substance use disorders. Research suggests a valued role for peer providers in this area.
Finally, there is a need to expand the knowledge base of cultural competence in the delivery of peer support services. Given the significance of disparities in the receipt of mental health services, implementing effective culturally responsive care is of critical importance. Most of the studies reviewed did not specifically evaluate the impact of race, ethnicity, or sex on the effectiveness of peer support services. Tondora and colleagues (52) have implemented a clinical trial to examine the effectiveness of a peer-based service that includes cultural modifications for AfricanAmerican and Latino populations. Forthcoming results may indicate whether these modifications were effective in promoting cultural responsiveness.
Conclusions
On the basis of the evidence standards established for the series, we conclude that each peer support service type (peers added to traditional services, peers in existing roles, and peers delivering curricula) achieved a moderate level of evidence (see box on this page). However, the three types differed in their documented effectiveness. Across the range of experimental rigor (RCT, quasi-experimental, and correlational or descriptive studies), there was more evidence in support of peers added, for which eight of 13 studies found a positive peer impact, and in support of peers delivering curricula, for which four of four studies found similar impact. There was less support for peers in existing roles, for which one of three studies found positive outcomes. Across all studies in this review, only one showed a worsening of one outcome-that of hospitalizations (46). These findings are important, given the stigma often associated with mental illness (4) .
This review of peer support services has implications for several audiences. For policy makers and insurers, the service types of peers added and the peers delivering curricula appear to be important and emerging interventions in the spectrum of mental health and recovery services. Given that most of these studies show positive outcomes and that there has been only a single negative finding, we recommend that purchasers consider coverage of the peers added and the peers delivering curricula types of peer support services. The proliferation of effective peer support services means that many payers (such as state mental health and substance use directors, managed care companies, and county behavioral health administrators) may want to consider adding peers to covered Evidence for the effectiveness of three types of peer support services for individuals with serious mental illnesses: moderate Evidence for the effectiveness of peers added to traditional services and of peers delivering structured curricula was positive, albeit from studies across the range of methodological rigor. The contributions of peers, especially peers delivering curricula, are unclear. Across the service types, improvements have been shown in the following outcomes:
• Reduced inpatient service use • Improved relationship with providers • Better engagement with care • Higher levels of empowerment • Higher levels of patient activation • Higher levels of hopefulness for recovery services. Several states already cover peer support services with Medicaid funding (17) .
For consumers, families, and treatment professionals, the increasing availability of peer support services in the traditional mental health system can enhance current services, and we recommend that consumers inquire about these services as part of their care. Within systems that often have too few resources, peer support services place a premium on developing relationships, on guiding patients through fragmented systems to the needed treatments, and on promoting development of a full life beyond illness management. Adding peers to clinical teams can make the teams more successful, and it is recommended that clinical leaders consult the available sources of information about how to do so (51) .
Finally, for researchers, it is vital that future studies keep up with the growth of these services for mental and substance use disorders to show with greater confidence whether and how they have an impact. These implications interact, in that as more peer support services are deployed and used by consumers and families, there will be greater need for and enthusiasm about continued researchwhich, in turn, could fuel more provision of services. Over time, with greater use and research, peer support services have the potential to help mental health services fulfill the promise of recovery for those with serious mental illnesses.
